Aims and objectives: To interpret the body of qualitative work focusing on compassion fatigue to distil a common understanding that could then be applied to nursing care.
| INTRODUCTION
Compassion fatigue is a concept which has gained considerable attention over the past couple of decades as the challenges of working in the health professions have become manifest. Efforts to handle the complex demands of an overburdened healthcare system place extraordinary stress on those charged with providing services.
Those demands can result in an inability to nurture (Finzi-Dottan & Kormosh, 2016; Joinson, 1992; Sorenson, Bolick, Wright, & Hamilton, 2016 ), a particularly worrisome consequence for nurses who bear crucial responsibility for compassionate care during the critical times of health and illness.
Social media is replete with reports of failure to care for patients during highly vulnerable periods in life. Reports of patient abuse, including hitting, slapping and neglecting, are more egregious examples of failure to care and poor quality of care (Dasan, Gohil, Cornelius & Taylor, 2015) . Such accounts document behaviour that has never been systematically explored in nursing and which may be an outgrowth of what has been described as compassion fatigue (Knobloch Coetzee & Klopper, 2010) .
Compassion fatigue has been vicariously referred to as secondary traumatic stress, vicarious trauma, burnout and victimisation, among others (McGibbon, Peter & Gallop, 2010) ; inconsistent use of terminologies generates ambiguity and lack of clarity (Sheppard, 2015; Sorenson et al., 2016) . To fully understand and explore the impact of compassion fatigue; however, it is important to examine comparability between phenomena so that aggregate data can be considered for application to clinical practice and for research use (Finfgeld, 2003; Finfgeld-Connett, 2010) . As the need for healthcare continues to escalate, placing ever greater demands on nurses, such information can serve to inform the development of clinical practices which reduce burnout, ensure quality care and retain nurses in the workforce.
The purpose of this research was to conduct a robust review of studies which have explored compassion fatigue and to extract the common, central, core features which might be applied to nursing care. Such distillation offered the possibility of gaining a richer understanding of compassion fatigue than was available from review of individual qualitative investigation (Florczak, 2013) . This grand interpretive process affords synthesis of the key facets of compassion fatigue which can then be used to guide clinical practice and direct additional study, constructing a larger narrative (Beck, 2002) .
| REVIE W OF LITE RATURE
Many definitions have been offered for compassion fatigue, a term introduced by Joinson (1992) and later developed by Figley (1995) .
Compassion fatigue has been variably interchanged with secondary traumatic stress, secondary traumatic stress disorder, vicarious stress and burnout, creating conceptual confusion. While there are no reported metasyntheses on compassion fatigue, efforts have been undertaken to conceptually clarify compassion fatigue with note that it is a result of compassion discomfort and then compassion stress (Knobloch Coetzee & Klopper, 2010) . Other conceptual analyses identified spiritual commitment, continuous and intense contact with patients, emotional investment including exposure to suffering and high use of self, and personal and professional support systems as key antecedents, with inadequate professional performance and decreased holistic health as consequences (Harris & Quinn Griffin, 2015; Jenkins & Warren, 2012) .
The literature related to compassion fatigue essentially adheres to the phenomenon as a state of exhaustion that is dependent on a caring relationship (Day & Anderson, 2011 ) with a loss of coping ability.
Specific consequences as a result of compassion fatigue include sleep disturbance, hypervigilance, fear, anxiety, difficulty concentrating, physical sensations such as tight muscles, feeling burdened, fatigued and overwhelmed with hopelessness and isolation resulting, along with disengagement (Figley, 1995) . Other reported consequences include disconnectedness, decreased sense of fulfilment, spiritual emptiness, helplessness, dissatisfaction and a lack of motivation (Harris & Quinn Griffin, 2015) . Compassion fatigue has also been identified as a factor in patient safety (Day & Anderson, 2011; Maiden, Georges, & Connelly, 2011; Schultz et al., 2007) , as well as accidents and poor quality of care (Slatten, David Carson, & Carson, 2011) , and is believed to exact a toll on organisational structure and costs (Najjar, Davis, Beck-Coon, & Carney Doebbeling, 2009 ).
An instrument has been developed to measure how the individual is affected by work events and this tool uses three subscales: compassion satisfaction, burnout and compassion fatigue/secondary trauma (Stamm, 2010) though controversy for how it represents the phenomenon with nurses has been levelled (Meadors, Lamson, Swanson, White, & Sira, 2009 ). Burnout as a dimension of compassion fatigue has been proposed (Stamm, 2010) but is more often situated as the outcome.
What does this paper contribute to the wider clinical community?
• Healthcare resources are stretched perilously thin across the globe with growing numbers failing to receive adequate care.
• Nurses, the largest single group of healthcare providers, are challenged to provide care for patients with increasingly complex needs in overburdened healthcare systems.
• Strategies to reduce burnout, ensure quality care and retain nurses in the workforce are urgently needed.
• Compassion fatigue -a state of exhaustion which limits the ability to engage in caring relationships -has been identified as a crucial component impacting professional nursing performance.
• Findings provide evidence of the need to implement strategies which prevent, identify and mitigate compassion fatigue in nurses.
Compassion fatigue has been noted to be a term preferred over secondary traumatic stress (Figley, 1995) or vicarious trauma since it embodies a process occurring over time and typically does not reflect onset as a result of a single traumatic event. Examination of stress and secondary traumatic stress related to perinatal settings supports this view (Beck, 2011; Beck & Gable, 2012; Leinweber & Rowe, 2010; McGibbon, Peter, & Gallop, 2010; Rice & Warland, 2013; Sheen, Slade, & Spiby, 2013) . Much of the literature reports burnout as a potent potential outcome of these processes (Adams, Figley, & Boscarino, 2008; Day & Anderson, 2011; Maier, 2011; Ward-Griffin, St-Amant, & Brown, 2011) though it has been viewed as a complement to compassion fatigue (Flarity, Gentry, & Mesnikoff, 2013; Joinson, 1992; Keidel, 2002; McHolm, 2006; Sabo, 2006; Yoder, 2010) with coping strategies required to prevent the occurrence (Marriage & Marriage, 2005; Najjar et al., 2009; Yoder, 2010) .
A dose-dependent response has been suggested (Berger, Polivka, Smoot, & Owens, 2015; Branch & Klinkenberg, 2015; Jakimowicz & Perry, 2015) with support from management a key predictor (Hunsaker, Chen, Maughan, & Heaston, 2015) . Self-care and awareness may buffer feelings of compassion fatigue (Sans o et al., 2015) .
In summary, compassion fatigue has largely been viewed as a temporal process that is the result of a cascade of events (Day & Anderson, 2011 ) with intense, prolonged exposure. Given the multiple challenges and demanding circumstances which face nurses in practice, compassion fatigue is likely to be a far more common phenomenon than might be acknowledged. However, there has never been a systematic study of its prevalence or the extent to which nurse's experience compassion fatigue and how that might vary with individual characteristics and practice setting. A clear understanding of the experience as reflected in qualitative work done to date can meaningfully inform such research. Metasynthesis of this work also offers the ability to inform evidence-based practice (Thorne, Jensen, Kearney, Noblit, & Sandelowski, 2004) as an aid to clinical decision-making (Beck, 2009 ).
The aim of this research was to interpret the body of qualitative work that has focused on compassion fatigue and to distil a common understanding that could then be applied to nursing care. As a method designed to facilitate knowledge development, metasynthesis allowed for a fuller understanding of compassion fatigue (Thorne et al., 2004) .
3 | ME TH OD Noblit and Hare's (1988) meta-ethnographic approach was used to guide the analysis. While the method was originally developed for ethnographic studies, it was also intended to guide other interpretive works (Bondas & Hall, 2007a,b) ; it is well described and frequently used in metasyntheses. The method is a comparative, inductive, interpretive form of knowledge synthesis where studies are translated into one another (Noblit & Hare, 1988) . The synthesis represents a process of distilling new insights from prior iterations of the data, believed to produce results of greater weight (Walsh & Devane, 2012) .
This meta-ethnography method includes seven phases that overlap and repeat as the synthesis proceeds: (i) get started -decide what the study is going to be about and the aim; (ii) decide what is relevant to the initial interest; (iii) read the studies repeatedly, analyse and note interpretive metaphors (themes, concepts); (iv) determine how studies are related, list key metaphors in each study and their relationship to each other; (v) translate by reading each article several times, searching for metaphors, concepts or categories across data; (vi) synthesise the findings to create a new whole of the parts by juxtaposing metaphors (themes), concepts or categories and relationships that refute emerging patterns, noting discordance, dissonance and overlap; and (vii) express the synthesis in written form (Noblit & Hare, 1988) .
| Sample
There were three criteria for inclusion into the study: (i) the method was qualitative, and (ii) the focus was compassion fatigue, and (iii) nurses were the population of interest. A research librarian was consulted to establish the most appropriate research strategy. Literature search parameters included qualitative and mixed-methods studies where the qualitative methodology was clear, in English, and with full-text available. The time period was from 1992-present; 1992 was the starting point as this was when the term first appeared in the literature. Exclusion criteria included all quantitative studies, reviews, concept analyses, dissertations and theses. These criteria were selected as they provided specific relevance for the researchers to form a cluster of studies for synthesising (Barroso & Sandelowski, 2004) . The articles included were appraised for quality using the Joanna Briggs Institute Qualitative Assessment and Review Instrument (QARI) (The Joanna Briggs Institute, 2011) . The QARI critical appraisal tool consists of 10 questions regarding congruity and was selected as it has been judged more sensitive to aspects of validity than some other commonly used appraisal instruments (Hannes, Lockwood, & Pearson, 2010) . Researchers independently appraised reports with scores ranging from 7-9. No study was excluded because of appraisal as our aim was to explore compassion fatigue and its dimensions -extracting the common, core features; studies were not excluded based on quality.
| Ethical considerations
The research was a metasynthesis and no human research participants were involved in the research. It was therefore exempt from ethics committee review.
| Data bases
The aim of the literature review was to retrieve all relevant studies and not just a sample (Barroso et al., 2003) . Data bases which were searched included Web of Science, CINAHL, PubMed, EMBASE, Google Scholar, and PsycInfo. Search terms included "qualitative", "nurses", "compassion fatigue", "secondary traumatic stress" and "vicarious stress". Despite the terms often appearing interchangeable, they were found to be terms which focused exclusively on one or more identifiable traumatic event. It should also be noted that the electronic search was augmented with back-tracking of references to provide depth (Walsh & Downe, 2005) . Combining search strategies and retrieval of records from several large databases optimised the sensitivity (the broadness) and specificity (the narrowness) of results (Walters, Wilczynski, & Haynes, 2006) . Figure 1 details the record retrieval process.
Of the nine articles that were identified, eight appeared in nursing journals and one in an ethics/social work publication. Three studies were conducted in Canada, five in the USA and one in Australia.
All of the studies that were included in the analysis included nurses though the context varied, consistent with the broad range of roles occupied by nurses in the practice setting.
| AN ALYTIC STRATEGY
The studies were read repeatedly by all researchers. Each researcher independently identified metaphors, concepts, relationships and themes which were then compared and contrasted. Researchers had a robust discussion for final determination of themes which were supported by extensive quotes across included studies. Reaching consensus on the translation and synthesis of themes and the relationships therein, emerged following careful examination for discordance, dissonance and overlap (Noblit & Hare, 1988) .
| FINDINGS
Analysis of studies found four central themes and five subthemes.
These themes were found following analysis of the included articles which are described in Table 1 . Central themes which emerged included (i) physical symptoms and (ii) emotional symptoms of compassion fatigue, (iii) factors triggering compassion fatigue and (iv) measures to overcome or prevent compassion fatigue. The analytic process and summary of key concepts for each study are presented in Table 2 .
| Central themes

| Physical and emotional symptoms
Physical symptoms, "just plain worn (wrung) out"
The clustering of the physical concepts led to the metaphor "just plain worn (wrung) out". A common feature of the concepts was the manifestation of physical symptoms such as feelings of fatigue and sleeplessness (Austin, Goble, Leier, & Pyrne, 2009 (Austin et al., 2009, p. 203) . In work by Maytum, Heiman, and Garwick (2004, p. 174) , respondents described fatigue and lack of energy as key indicators of compassion fatigue, as did respondents studied by Mason et al. (2014) . In Perry, Toffner, Merrick, and Dalton (2011, p. 95) , the physical symptoms were described as "the first sign that something was wrong" and as "profound and progressive".
Emotional symptoms, "walking on a tight rope"
Emotional demands often disabled nurses to a point of feeling hopeless in the caring situation (Sheppard, 2015) . As expressed in Austin et al. (2009, p. 206) , one participant noted, "My job is to build hope and I am the most hopeless person in the room".
Many felt incompetent and impotent. Such feelings often made nurses consider leaving the profession. One nurse commented, "I certainly was feeling like it wasn't the right career for me" (Perry et al., 2011, p. 95 ).
There were feelings by nurses of not being able to identify options to deal with stress related to their work. Many were unable to diffuse the distress they experienced at work through use of internal dialogue with self or verbalisation with others -strategies believed to distance nurses from feelings of compassion fatigue (Giarelli, Denigris, Fisher, Maley, & Nolan, 2016, p. E129) . Those who were unable to internally dialogue regarding care provided, defuse stress and maintain perspective faced significant inner conflict to "opt out" with struggle in determining if practice was caring or harmful. Perry et al. (2011, p. 93) further described a feeling of isolation, where the lack of support from work colleagues accentuated the helplessness nurses felt in asking for support. Such isolation engendered a sense of failure towards self and was perceived as an indication of weakness.
Further depth of frustration and despair were experiences which escalated within the inner world of the nurse when delivery of quality patient care was compromised due to uncontrollable variables. "It was like I was so frustrated because they were ignoring him [the patient] all day. . .. . ." (Maytum et al., 2004, p. 174) . This feeling of being overwhelmed contributed to the sense of losing balance in their lives (Austin et al., 2009, p. 206) .
Nurses who suffer from compassion fatigue often report distancing themselves from others, withdrawing and shielding themselves from emotional connection with patients and families. This distancing behaviour was used as a coping mechanism, "You are going through the motions but there is some disconnect. . . (you're) not really feeling their suffering" (Austin et al., 2009, p. 204) . These nurses often isolated themselves from patients, as well as from people in their personal lives (Giarelli et al., 2016 Beliefs about sources of stress:
• Communication breakdown (deterioration in quantity and quality)
• Structure of work environment (needs ignored, heavy load, uneven assignments, disruptive staffing
• Care driven factors (demanding and discourteous family, unreasonable patient expectation, frustrated efforts to meet patient needs)
• Feelings of self-doubt where idealised image of self as nurse did not coincide with care provided Suggestions for avoiding compassion fatigue:
• Internal dialogue (maintain perspective)
• Defusing stress (relieve tension)
• Maintaining perspective (nursing ideal)
• Institutional change suggestions:
• Nurse-driven (physical environment, interpersonal relations)
• Policy (nurse retention, reduced workloads, more mental health days) • Life is unfair • Endless suffering • Unable to let go • Wanting support but pushing away • Experiences consistent with burnout and secondary traumatic stress that reduced compassion satisfaction.
• Loss of compassion seen as shameful and not willing to admit to others The stated metaphor alludes to the unbearable weight on shoulders indicating that the nurses were unable to cope with the pressure of work. In most of the reviewed articles, nurses reported that causes of compassion fatigue were related to the work environment.
Factors related to work environment were viewed by nurses as a cause of compassion fatigue which brought about anxiety. Shortage of staff and a difficult workload were viewed as such causes (Maytum et al., 2004; Melvin, 2012) . Drury, Craigie, Francis, Aoun, and Hegney (2014, p. 524) found that the work environment could invoke significant anxiety for nurses. Similarly, other research has described how a shortage of staff and workload lead to compassion fatigue in nurses (Austin et al., 2009) . One respondent lamented, "I am working this weekend, which will be 12 days in a row because they are 10 short in Emergency. . ..and I'm not the only one. . ."
Another nurse said, "Recently there haven't been any "quiet" shifts" (p. 202). Participants in Sheppard (2015) also described skipping breaks and lunch and staying late to work.
A sense of unreasonable expectations from patients and their family, and seeing kids "unable to have a normal life" with "too much sadness, and too much death" (Maytum et al., 2004, p. 175) were also identified as triggers for compassion fatigue. Witnessing the endless suffering, grief, or despair of patients and families made nurses feel powerless to help, with a loss of hope (Sheppard, 2015) .
Personal factors which might trigger compassion fatigue were becoming overly involved or crossing professional boundaries. One nurse reported, "I unfortunately got sucked into becoming emotionally involved with these kids" (Maytum et al., 2004, p. 176) .
When affected at work, the symptoms of compassion fatigue often spillover into home life. The included studies demonstrated that nurses were unable to "escape" from their personal and professional issues due to stress at work. The nurse's challenge was to find a balance between professional and personal issues. Of note, nurses with families seemed more vulnerable in finding a balance due to home challenges such as difficulty dealing with sick children and having intrusive thoughts at work about the home situation. One participant said, "I find it stressful going to work when the kids are sick and leaving them in the care of my husband or somebody else.
Ummm. . .I find that I am worrying a lot when I am work" (Drury et al., 2014, p. 525) . These nurses reported feeling pre-occupied and overwhelmed.
A lack of knowledge in the work environment was also a cause of compassion fatigue that brought about anxiety for nurses. One participant stated "I felt anxious about my skill level and was I up to scratch to cope with whatever patient that I might receive" (Drury et al., 2014, p. 525) .
Nurses also identified limited opportunity for professional development and blamed facility infrastructure and a lack of support for such, as an issue (Drury et al., 2014, p. 525).
| Lack of support, "alone in a crowded room"
Lack of support has been identified by several authors as a possible factor that contributes to compassion fatigue and led to the metaphor "Alone in a Crowded Room". Feeling a lack of support at work created a sense of being alone in a crowded room despite the presence of other nurses and healthcare providers. There was an agreement across studies that a lack of support was felt by nurses with compassion fatigue. One participant said, ". . .I had the ability to do more, withstand more, help more. . .more, more, more without help-. . .it took its toll". Another nurse stated, "I supported "my families."
But did I support myself? Did anyone support me? Looking back, I
think not" (Perry et al., 2011, p. 94 ).
Lack of support from managers and administrators, as well as nurse colleagues, was also noted as a factor in compassion fatigue.
One respondent noted that "Lack of support from your manager. . .not willing to support you when you're frustrated in your work" (Maytum et al., 2004) contributed to feelings. Another nurse participant stated, "It's about the system; the system is letting people down. . .I find it very discouraging" (Austin et al., 2009, p. 206 ). Yet another respondent stated "I don't think there is support for junior nurses and I don't think there's support there for the older nurses" (Drury et al., 2014, p. 522) . In Sheppard (2015, p. 58) nurses wanted support, but they felt "uncomfortable" or that other persons "ask too many questions" resulting in an effort to "push away from the potential source of support". Another study participant said "[I] talk to my mum a lot, who had just recently retired-she was a midwife" (Drury et al., 2014) .
The need to set professional boundaries was identified as a coping strategy by respondents in Melvin (2012) . One nurse stated, "I think the boundaries do not make me less of a compassionate person but I think it preserves me. . ."
Debriefing was one strategy used among nurses to relieve stress in the work environment. One of the participant's stated, "We work hard together and when we have a particularly difficult case, we grieve together too" (Perry et al., 2011, p. 95) . Incidental mentoring by peers was also identified "when there is a clinical incident then we come out as seniors to help take the pressure off them. . .." (Drury et al., 2014, p. 523 ).
Self-care strategies such as exercise were also indicated as a way of coping. Other coping strategies included talking with colleagues, reflection, self-analysis, balancing work and personal life, developing
supportive personal relationships and seeking counselling as needed (Maytum et al., 2004; Melvin, 2012) . Further, spirituality seemed to play a role as a coping strategy as demonstrated in the following comment, "I don't let it get to the point of burnout. . .. I have a spiritual outlet and things outside my job" (Maytum et al., 2004, p. 177 ).
An increased knowledge about compassion fatigue helped, but attending workshops and continuing education opportunities were also useful (Perry et al., 2011) . "Courses [help me be] more introspective about how I can handle things better" (Austin et al., 2009, p. 208) .
Nurses should be assisted to develop a planned approach for managing compassion fatigue. "Employers have some responsibility to help nurses recognize and deal with this because it is going to happen, based on the nature of our work" (Maytum et al., 2004, p. 177) . Some nurses changed jobs and/or decreased hours of practice to deal with compassion fatigue. The job changes were usually due to something viewed as more positive and where there was less patient suffering (Austin et al., 2009 ).
Leadership and role modelling by more senior staff was identified as notable with one nurse stating the importance of "observing senior experienced nurses dealing with [those] reactions" (Drury et al., 2014, p. 525) .
| Interrelationship between themes
The interrelationship between identified themes and subthemes is illustrated in Figure 2 . Data analysis suggests that "triggering factors"
are antecedents influencing the development of compassion fatigue;
"physical symptoms" and "emotional symptoms" follow and are
interrelated. There are, however, strategies to overcome or prevent compassion fatigue. Our synthesis, generated from nine studies with a total sample of 201 participants working across diverse settings, showed considerable similarity of nurse experience of compassion fatigue.
| Limitations
It is possible that key works may have been missed in this metasynthesis research. Specifically, dissertations and theses were not included since many were not accessible and costs of procuring the work would have made the project undoable. Similarly, works which may have used compassion fatigue interchangeably with other terms such as vicarious traumatisation may have been missed. Another limitation was the fact that the researchers had no direct access to the data generated in the individual research studies (Sandelowski & Barroso, 2003a,b) .
While this research analysed but nine studies, Noblit and Hare (1988) have noted that few studies are sufficient for metasynthesis; fewer works also allowed for a greater depth of analysis (Bondas & Hall, 2007a,b) . The synthesis of the studies was conducted by different investigators than those conducting the individual research report which results in a different interpretation of the phenomenon (Walsh & Downe, 2005) ; however, the metasynthesis was done by investigators in a related field and is the most common approach (Sandelowski, Docherty, & Emden, 1997) . In addition, studies were from only three countries with limited information about culture, a potentially important contextual factor that needs additional consideration.
F I G U R E 2
Interrelationship between themes and subthemes related to compassion fatigue Finally, studies in this metasynthesis used one of two independent approaches in the analysis -either thematic or content. These analytic approaches have yet to be completely described (Vaismoradi, Turunen, & Bondas, 2013) and, as a result, may contribute to less clarity and rigour. Additional theoretical clarification is needed regarding difference in use of these approaches.
| DISCUSSION
Results from this metasynthesis provide evidence of the multidimensional nature of compassion fatigue. When present, compassion fatigue involves multiple domains of human experience, triggered by prolonged professional burdens and a lack of support. Specifically, those experiencing compassion fatigue experience clear physical and emotional symptoms resulting from consistently identified triggers. These triggers were related to workplace stressors, poor coping skills, a sense that no one cared for nor protected the nurse, and personal issues emanating from difficulty in balancing home and professional demands.
The triggers for compassion fatigue resulted in defined symptoms. Physical symptoms engendered a sense of feeling worn out, complaints of fatigue, along with aches and pain. A corollary to these physical complaints were emotional symptoms which included a sense of hopelessness, frustration and despair, accompanied by feelings of incompetence, impotence, isolation and no option but to "opt out".
The noted emotional symptoms are consistent with findings on an integrated review of compassion fatigue (Owen & Wanzer, 2014) .
Effective prevention against or management of compassion fatigue is marked by strategies which are underpinned by awareness and thoughtful self-care. Groninger (2015) details an innovative strategy using a poem as a simple structure for discussion regarding the ambiguity of emotional connection. Other examples include the use of a mindfulness intervention (Duarte & Pinto-Gouveia, 2016) , and use of a clinical creative caf e with use of nine steps to reaffirm the nurse's core values (Winch et al., 2014) . Other such creative approaches need to be developed and tested with nurses who carry a significant burden in caring. The cost of caring can be great and those who successfully navigate the required transformative process are likely to be afforded significant protection from compassion fatigue (Mota Vargas et al., 2016) .
Nurses experience frequent and prolonged exposure to stress in providing care in many settings (Yoder, 2010) . Understanding the complex demands which create an inability to care and nurture are fundamental to addressing problems in the practice setting. Innovative strategies to reduce such compassion fatigue in healthcare settings, such as the compassion fatigue resiliency (Potter, Pion, & Gentry, 2015) and care provider support (Weidlich & Ugarriza, 2015) Effect of varied interventions in the prevention of compassion fatigue compassion fatigue presented here, and expressed in Figure 2 , offered little new insight. This finding is important, however, as the synthesis provides substantiation that saturation has likely been reached (Campbell et al., 2011). 7 | FUTURE DIRECTIONS Thorne (2009) has noted that there are multiple ways of knowing and diverse sources of knowledge are needed to make clinical decisions. The conceptualisations found in the studies included in this work provide a reality that is potentially more reflective of a generalisable reality than any one study alone (Zimmer, 2006) . Metasynthesis findings provide potent knowledge for evidence-based practice (Korhonen, Hakulinen-Viitanen, Jylhӓ, & Holopainen, 2012) and are as valuable and needed as is the knowledge that might be gained from meta-analyses. The evidence from this research is clear in detailing the symptoms which identify early signs of compassion fatigue, as well as strategies subsequently needed for both prevention and reduction. The challenge is to present the findings for use with diverse audiences (Sandelowski & Barroso, 2002) . Application to nurses is of high importance and need.
The findings in this research did not reveal the extent to which nurse's experience compassion fatigue and how that might vary with individual characteristics and practice setting and are areas in need of further study. Multiple and diverse understandings of compassion fatigue have made it challenging to develop strategies for mitigation (Ledoux, 2015) and clarification of individual characteristics and potential variation by practice setting can contribute to targeted interventions important in the mitigation of compassion fatigue.
Findings from this study, however, are important for conceptually clarifying compassion fatigue -an important and essential task needed for development of effective and targeted interventions.
There exists a growing global shortage of nurses and the need for strategies to combat compassion fatigue has perhaps been never greater.
Nurses working in several specialty areas carry particular vulnerability for developing compassion fatigue (Sabo, 2011) , as are those in advanced practice such as midwives where two philosophies of care exist, medical and midwifery (Rice & Warland, 2013) . The polarity and stress that nurse's experience when working in a setting that is in conflict with caring values, holds high potential for the promotion of compromised, distanced care (Leinweber & Rowe, 2010) . Table 3 highlights practice strategies which might mitigate compassion fatigue in nurses, as well as research considerations. While some strategies might appear costly, the ability to retain nursing staff may well offset the expense. Additional research is needed.
| CONCLUSION
Synthesis of the studies in this research provides evidence of the veracity of the concept of compassion fatigue for application to clinical practice and research related to nursing care. Given the challenges faced by nurses in practice across the globe, there is an urgent need for research which details the most effective strategies for approaching compassion fatigue and those factors contributing to its development. Strategies need to encompass approaches which improve the caring environment and how nurses are supported.
Nurses provide a number of specific functions, but "the essential product they deliver is themselves" (Joinson, 1992) . The requisite behaviours essential for caring practice include presence, sharing, support and competence, with a resulting uplift from the effects of caring (Beck, 2001) . Such behaviours are essential in the provision of nursing care, particularly as cultural diversity increases (Wikberg & Bondas, 2010) .
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